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C ardiac arrest remains a major public health issue in the United States. After decades of dismal overall national survival rates of only 5% to 7% (1), progress is finally been realized.
Several new and innovative systematic approaches
to resuscitation, such as cardiocerebral resuscitation with chest compression-only cardiopulmonary resuscitation (2) and Take Heart America (3) have led the way to improving long-term survival.
The next important step for further improving survival of cardiac arrest is post-resuscitation care.
Aggressive post-cardiac arrest care, including targeted temperature management (TTM) and coronary artery reperfusion, can double the number of outof-hospital cardiac arrest patients surviving to hospital discharge (4, 5) . French investigators showed that 70% of those resuscitated from out-of-hospital cardiac arrest and taken immediately to coronary angiography (CAG) have coronary artery disease.
They found that nearly 50% of such resuscitated patients have an acutely occluded coronary vessel (6) .
The assumption is that such an acute coronary occlusion was the likely trigger of the cardiac arrest.
If the majority of adult out-of-hospital cardiac arrests are precipitated by an acute ischemic event, particularly an acute coronary occlusion, then the strategy of immediate coronary angiography with potential percutaneous coronary intervention (PCI) seems appropriate. Timely reperfusion of acute coronary occlusions in nonarrested patients has been proved to improve both left ventricular function and survival.
When an acutely occluded coronary vessel is responsible for triggering cardiac arrest, systemic circulation must be restored by cardiopulmonary resuscitation and defibrillation, followed by timely reperfusion of the culprit coronary vessel to prevent rearrest or hemodynamic collapse and to preserve myocardial function.
with the American Heart Association new STEMI guidelines addressed appropriate treatments for STEMI patients experiencing cardiac arrest (7, 8) . Each recommended starting targeted temperature management early in comatose patients with STEMI and out-of-hospital cardiac arrest, including patients who undergo primary PCI (Class I recommendation).
They also stated that immediate angiography, and PCI when indicated, should be performed in resusci- Specific data point definitions were provided on the data extraction tool, including immediate coronary angiography being within 2 h of arrival at the PCIcapable hospital. All patient data were deidentified on entry. The study was approved by each center's institutional review board, with some approving a waiver of informed consent due to the observational nature of the study, whereas others required informed consent from survivors for any future contact.
The primary outcome was survival to hospital discharge, with a secondary outcome of functional status after discharge. Functional status postdischarge was assessed by medical records or by telephone interview and was described using the Cerebral Performance Category (CPC) score, the most commonly used post-resuscitation outcome measurement for this purpose (12) . A good functional outcome was defined as a CPC score of 1 (normal) or Table 3 ).
The coronary angiographic findings are summarized, comparing those with and without STEMI, in Table 4 . A recent meta-analysis found similar outcome advantages for immediate coronary angiography in post-cardiac arrest patients, including those stratified for STEMI and those not so stratified (17) . The authors noted a significant potential patient selection bias inherent in the available studies, resulting in a low level of evidence. Stent thrombosis was identified as the culprit lesion in 3% of our patients. This is lower than the 6%
to 11% incidence reported in the noncardiac arrest STEMI population (23) . It is possible that stent thrombosis resulting in cardiac arrest is more difficult to resuscitate, and such patients are not surviving to undergo coronary angiography. There were only 7 patients with stent thrombosis in our dataset, but the vessel involvement was similar, with 3 involving the RCA, 2 the LCX, and 2 the LAD.
Approximately one-fourth of the cardiac arrest patients in both groups had at least 1 chronic total occlusion (CTO). In this registry experience, these
CTOs were defined by the failure of standard intracoronary wires to cross the occlusion. Once identified,
CTOs were considered nonculprits and no PCI was Left main coronary disease was more common in those without STEMI (3% vs. 13%), whereas other coronary culprits were more severe in those with STEMI ( Table 4) . STUDY LIMITATIONS. Resuscitated cardiac arrest patients who were responsive or awake on evaluation at the hospital were not included in this analysis because they did not require therapeutic hypothermia.
If and when coronary angiography was performed was Determination of which vessel was "culprit" is subjective; however, independent reports from Europe (18, 19) 
